We have experienced one case of retinal detachment associated with macular hole in high myopic Usher's syndrome. We performed vitrectomy and found a firm vitreoretinal adhesion, a preretinal membrane around the macular hole and no posterior vitreous detachment. The retina became attached and the corrected visual acuity improved. We suggest that macular hole and retinal detachment in this case were associated with the vitreoretinal traction phenomenon within the staphyloma.
Case re p ort
A 41-year-old man with congenital sensorineural deafness consulted our clinic in October 1997 with a history of visual loss in his left eye. His corrected visual acuities were 60/200 in the right eye and 12/200 in the left. In his left eye, he had undergone cataract surgery and YAG laser posterior capsulotomy at another clinic. His right fundus showed myopic and typical changes of retinitis pigmentosa (RP). His left fundus showed retinal detachment associated with macular hole only in the non-pigmentary retina around the posterior pole and no detachment in the pigmentary retina (Fig. 1) . The axis of his left eye was 27.6 mm and of the right eye was 27.72 mm. The electroretinogram was severely reduced, and the B-mode ultrasound scan showed staphyloma formation. The remaining central visual field measured 10° or less in both his eyes. He had no family history of hearing or visual problems.
Pars plana vitrectomy revealed liquefaction of the vitreous gel and no posterior vitreous detachment (PVD). The surgical induction of PVD showed a firm adhesion between the membrane and pigmentary retina, and resulted in many pigment clumps on the posterior hyaloid membrane. After completion of PVD, a preretinal membrane was found around the macular hole and peeled from the surface of the retina. No definite edge of the membrane along the margin of the macular hole could be found. The operation was completed by fluid-air exchange, internal drainage, endolaser photocoagulation around the drainage site, and 1.5 ml SF6 gas injection.
The post-operative course was uneventful. The retina became attached and in 6 post-operative months the corrected visual acuity of his left eye improved to 60/200 (Fig. 2) .
Comment
Usher's syndrome is defined as congenital deafness plus RP and is the most common syndrome associated with RP. Myopia is the most prevalent ametropic condition in RP and cataracts appear early in the lives of such patients.1 Our patient was highly myopic and had already undergone cataract surgery at age 41 years. Many authors have reported the early onset and progression of vitreous liquefaction and PVD with age in eyes with RP?·3 Because of early progression to PVD and a strong pigment epithelium-neurosensory retinal bond, the incidence of retinal breaks and retinal detachment is low in eyes with RP.l, 3 However, there are some reports of retinal detachment in Rp1,4 and a few reports in Usher's syndrome. 4 •s All these retinal detachments are due to peripheral tears. There is no report of retinal detachment associated with macular hole in RP.
In contrast to previous reports, in our case the posterior hyaloid membrane was not detached from the retinal surface and there was no retinal detachment in the pigmentary retinal area. The preretinal membrane was not clearly differentiated from the retina along the margin of the macular hole. The surgical induction of PVD and the release from the traction due to the hyaloid membrane let the macular hole close. We suggest that the macular hole and retinal detachment were associated with the vitreoretinal traction phenomenon in the staphyloma.
Sir,
Indocyanine green angiographic findings in serpiginous choroidopathy: evidence of a widespread choriocapillaris defect of the peripapillary area and posterior pole
We report a case of early serpiginous choroidopathy in which the indocyanine green angiogram revealed a more extensive defect of the choriocapillaris than was suspected on the clinical and fluorescein angiographic features alone. We discuss the possible implications of this finding for understanding both the aetiology and the subsequent progression of the disease.
Case re p ort
A 56-year-old Caucasian woman with a history of serpiginous choroidopathy affecting the right eye presented with a 2 month history of visual disturbance in her previously unaffected left eye. At presentation her visual acuity was 6/60 N48 right eye, 6/9 N6 left eye. Fundus examination of the left eye revealed an area of chorioretinal geographic atrophy at the posterior pole which involved the lower half of the fovea (Fig. 1) . There was in addition an isolated, active lesion at the inferotemporal disc margin. Examination of the right eye revealed an old geographic scar with no evidence of active disease.
Fluorescein angiography (FA) of the left eye revealed a hypofluorescent lesion which, in the late phases of the angiogram, acquired a hyperfluorescent edge -findings typical of an inactive serpiginous lesion (Fig. 2) . FA also confirmed the presence of a small area of active disease inferotemporal to the disc. An indocyanine green (ICG) angiogram of the left eye revealed a well-demarcated filling defect within the choriocapillaris and medium sized choroidal vessels under the area of retinal pigment epithelium (RPE) atrophy (Fig. 3) . There was, in the early phases of the angiogram, the additional finding of an extensive area of choriocapillaris hypoperfusion which extended throughout the peripapillary area and macula of the left eye (Fig. 3) . This perfusion defect was far more extensive than the preceding clinical examination and FA had suggested.
Comment
Serpiginous choroidopathy is a chronic, progressive, usually bilateral disease of the RPE and choriocapillaries whose natural history is of recurrent relapses and subsequent visual loss.1 The aetiology of serpiginous choroidopathy is unknown, but it has been hypothesised that it is caused by an inflammatory-induced closure of the choroidal vascular bud?-4 Although this hypothesis appears to explain many of the clinical and FA features of the disease, the debate as to whether serpiginous choroidopathy is a primary inflammatory disease of the choriocapillaris, or a primary inflammatory disease of the RPE which secondarily affects the choriocapillaris, has yet to be resolved.
ICG angiography may help answer this question, but to date little has been published on the ICG findings in serpiginous choroidopathy. To our knowledge there are 
